A matter of trust
An attendee at a patient safety conference recently asked the speakers whether we felt that the effect of being placed in special measures was so devastating to staff morale as to render improvements at the organisation in question almost impossible. This prompted me to think about trust and communications across the health community, and their role in facilitating -or blocking -the open and transparent culture that is surely a prerequisite to improving safety. Securing healthy levels of trust is made complex by the multiplicity of relationships between different stakeholders in that community.
Within healthcare organisations, the challenge is considerable. In order to identify problems and then find and implement solutions to them, there is a need for staff to trust management; patients to trust healthcare professionals, and different groups of staff to trust each other. In most organisations, there will be varying levels of trust. Somewhere in the policies of all NHS institutions, you will almost certainly find a statement on openness and willingness to learn and improve, rather than to blame. When you ask staff how well this statement translates into practice, it is likely that responses will differ according to local circumstances or personalities, and, sadly, there is still ample evidence that many risks, concerns and failures go unreported. This is due to a range of issues, from lack of belief that anything will happen as a result of reporting, to fear of recriminations for calling practice into question. On the other hand, there are undoubtedly many clinical and other teams which actively learn from experience just as there are also NHS trusts where management has developed and maintained open and positive communications with staff.
However, at the macro level, the expectations and behaviours of regulators, politicians and the media add another level of complexity to the challenge of encouraging an open culture which learns from experience and improves its practice. Sir Robert Francis spoke at the recent Annual Regulation Conference in Edinburgh on 31 October 2016 about the need to ''rethink the regulator's role in patient safety.'' He told the Heath Service Journal (9th November 2016) of the need for liaison between regulators, a focus on systemic problems and the support and recognition of those who raise concerns in good faith. What marks his comments out, however, is the acknowledgment of the need to win the ''trust and confidence'' of the public in achieving real change. He suggests, for example:
A radically improved complaints system in which complainants are genuinely involved in all stages, complaints are promptly and effectively investigated and learning is demonstrated; Appropriate personal redress without recourse to litigation; Regulation of senior healthcare managers on the same basis as the reformed supportive system for clinicians.
While there have been attempts to address each of these issues over recent years, these do not appear to have had much, if any, impact on safety or the prevention of harm to patients.
One development which is intended to radically improve learning in the NHS is the new Healthcare Safety Investigation Branch (HSIB) which has been set up to offer support and guidance to NHS organisations on investigations, and carry out certain investigations itself. In terms of winning the trust and confidence of patients and staff, its Expert Advisory Group is consulting on the idea of creating a ''safe space,'' where information gathered from investigations is protected from disclosure to third parties (except for patients and families themselves). It is clear that this proposal is made for all the right reasons -encouraging people to come forward without fear of recriminations or of being unjustly or inappropriately blamed. However, there are difficult issues around the practicalities of achieving this and the protection of patients' interests which will need to be debated and addressed.
While we hope that national policy and professional regulatory practice will develop in ways which support improvement, good communications and trust depend on relationships and behaviours in the workplace. They rely on the courage and confidence of local leaders who can engender the right culture within their organisations, whatever the constraints of the financial and political environment they work within. That culture must enable conversations to take place in all directions between staff, patients, families, carers, and managers. Initiatives like the Sign up to Safety campaign #justaskme (Sign Up to Safety NHS England 2016), encouraging staff to think about the one question they would like be asked at work, which is a brilliant example of supporting these conversations.
The ability of local leaders to engender trust may be one important element in considering the original question about staff morale in organisations placed in special measures. There are courageous leaders in the system who, I suspect, understand that ''To be trusted is a greater compliment than to be loved'' (George Macdonald).
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